rested against the body of the sphenoid. The tumour was easily shelled out of all these cavities without any haemorrhage, after which a large mass of the tumour was seen extending into the frontal cavity of the skull and giving a very distinct communicated pulsation from the brain. The mass extending about half way up the frontal bone was easily removed. The dura mater was uninjured so far as could be seen, and there was no escape of cerebro-spinal fluid.
After removal of the growth Crile's clamps were released, and it was only necessary to ligature one or two vessels. The cavity was packed with a long strip of gauze passed out through each anterior naris. The soft parts were replaced and co-apted by sutures. The laryngotomy tube was retained until after the packing had been removed two days later, and after that the cavity was douched with peroxide of hydrogen.
On September 6 the patient returned home apparently well. Microscopical Report.-An adeno-fibro-myxoma, with no evidence of malignancy. (Clinical Research.) A photograph of the patient, also the tumour mounted in formalin jelly, are exhibited.
Exophthalmic Goitre: Thyroidectomy.
By C. FIRMIN CUTHBERT, F.R.C.S.Ed. P. C., a MALE, aged 19, was admitted to hospital on May 6, 1912, suffering from enlarged thyroid, polyuria, with intense thirst-no sugar, profuse sweating and diarrhoea. He was 6 ft. 1 in. in height, and weighed 9 st. 4 lb., having lost 4 st. during the last two years. No leucopasnia or lymphocytosis (Kocher). He was discharged from the Army in 1911, on account of palpitation, and in May, 1912, the late Sir Victor Horsley advised immediate thyroid operation. On June 3 removal was carried out under novocaine and adrenalin anasthesia. The blood-pressure was taken at frequent intervals and saline infiltration continued all the time of the operation. The pulse-rate during the operation varied between 180 and 200.
The patient progressed well after operation and comparative recession of the eyeballs followed. In December, 1913, patient wrote that he-felt very well, and a photograph he sent showed that he looked very well.
For two years, from November, 1915 , to November, 1917 , when he was killed, he served a very active life as a lieutenant on active service in France. Previous to rejoining the Army he had grown into a very fine fellow and his weight had reached 13 st.
Exhibit: A photograph of the patient is shown, also specimen of the removed thyroid mounted in formalin jelly. It looks especially velvety and vascular.
DISCUSSION. Mr. TILLEY: In the first case there was obviously a very extensive tumour, and. the risk of removal was considerable. Where does Mr. Cuthbert consider the tumour had its origin? He says a "portion rested against the body of the sphenoid." Does that mean that it grew from the basisphenoid? As a rule these tumours have a very definite adherence to the part from which they take origin, and it requires considerable force to separate their attachments. On many occasions I have shown a large fibro-angioma which I found grew from the posterior wall of the left maxillary antrum. The older text-books of surgery state that these tumours grow from the basi-sphenoid, but generally their origin is from the ethmoidal region. The surgeon can get splendid access to these tumours without performing lateral rhinotomy-namely, by turning up the upper lip and cheek and removing the ascending maxillary process. That means that the patient must either be laryngotomized or else have the anesthetic administered by the direct method, with the tube in the trachea in order that the mouth may be closed and so permit the upper lip to be raised. The operation will be easier if the surgeon cuts through the lower part of the septum. By such a method there is no external scar. However well the unilateral Moure's operation may be done, unless the patient is old and has a natural fold in the skin, a scar is visible afterwards. The operation I have outlined does not necessitate exposing either external carotid.
Sir WILLIAM MILLIGAN: In the first case, did Mr. Cuthbert, instead of performing laryngotomy, which I think was unnecessary, think of using a Kuhn's peroral intubation tube? Kuhn's tube is valuable in those cases. The -tube is easily passed and saves a further cutting operation: the tube is also easily withdrawn. The exophthalmic goitre case is particularly interesting, and the photograph is remarkable. In one of the cases I understand Mr. Cuthbert performed ligature of the superior thyroid arteries, but nothing was done to the thyroid itself. That raises a very important point, because we know there is considerable risk in any long and extensive removal of the thyroid gland in an exophthalmic goitre case. Here, however, the result of the ligation is surprisingly good. I have had experie:nce of only one case of the same kind. Some years ago I did that operation, but the result was not as good as in Mr. Cuthbert's case. Is Afr. Cuthbert in the habit of ligaturing the superior thyroid arteries in preference to removing the thyroid altogether ?
Mr. W. STUART-Low: I have had a number of cases similar to the first case and have shown some of them here: extensive tumours which have infiltrated up into the ethmoidal and encroached on the frontal region. I agree with Mr. Tilley that the route through the antrum is an exceedingly good one, but I seldom perform laryngotomy, the heemorrhage encountered having always been controlled by pressure. With the patient's head well, raised it is marvellous what one can do by the antral route and how well the operator can see the whole region of operation. The procedure in this case seems to me to have been too severe for the slight risk of hsemorrhage. If others less skilful had attempted the same they might not have had such a happy result.
Mr. E. D. D. DAvIS: I congratulate Mr. Cuthbert on having controlled both external carotids. Owing to free anastomosis, I think controlling of one carotid only in the case of a growth of the maxilla does not make any appreciable difference to the amount of hLemorrhage. We have been taught to attack the bleeding point, and it is not worth the time spent and the risk of a septic wound to ligature a vessel at a distance. Ligature of both carotids may be a help. During the war one saw many cases of injury to the face and jaws in which it was scarcely ever necessary to tie a carotid artery. In secondary hEemorrhage from those injuries the external carotid artery was ligatured as a forlorn hope in a few cases, but with no result. It is difficult to tell whether the haemorrhage is more or less during an operation, because it is purely a matter of impression influenced by the fact that a large artery has been ligatured. I prefer to attack the bleeding point to ligature at a distance.
Dr. WILLIAM HILL: Mr. E. D. D. Davis suggests that the carotid arteries in this case were ligatured. This was not so, Crile's clamps were put on, and were afterwards released, a very much better proceeding I think. I believe Mr. Trotter sometimes uses temporary clamps instead of ligaturing. Dr. P. WATSON-WILLIAMS: While congratulating Mr. Cuthbert on his excellent result in a good operation, I think the point Dr. Hill has emphasized is a very important one-namely, the use of Crile's clamps as a temporary ligature of the external carotid, temporarily to occlude the circulation in that artery. Yet I should be sorry if it were to go forth as accepted that ligation of one external carotid was never of use-e.g., ligation before operation for removal of malignant growths of one tonsil has had marked inhibiting effect on the bleeding in some of my cases. In a case of persistent sphenoidal sinus haemorrhage, ligation of one external carotid saved the patient. He had been repeatedly bleeding, and would have died, but haomorrhage ceased after ligation of the corresponding external carotid. If we were to accept the idea that ligation of one carotid was useless we might neglect a very useful means of saving some,desperate cases.
Mr. DOUGLAS IIARMER: We should remember that in some of these cases the tumour proves to be a 'fibro-angioma; the literature of such cases proves that they are extremely vascular, and that operations have often been fatal, solely on account of the haemorrhage. Therefore in any tumour of this region, unless one is certain that it is not of a vascular type, I agree with Mr. Cuthbert it is a safer procedure temporarily to ligature the external carotids. Some years ago I reported a tumour of this size which sprang from the basi-sphenoid and from part of the ethmoid immediately in front of it. It had a fairly large pedicle attached to the base of the skull, and to get it away the bone had to be removed, leaving an opening in which the dura mater was exposed. The tumour was a fibro-angioma, and the man wrote to me regularly for about seven years to say he had had no recurrence, and I expect that is still true or be would have told me. I do not think the scar matters in the least, and the route of approach depends on the size of the tumour. It is essential to secure free exposure, and to be certain that all the growth has been removed.
Mr. C. W. M. HOPE: With regard to haemorrhage, I removed a large nasopharyngeal tumour which had been operated on before abroad. Microscopical examination of a portioin before removal showed it to be a fibro-angioma, with enormous blood spaces. I tied both external carotids before attacking it, but the hbmorrhage was so profuse that I had to stop and do transfusion. I had to wait a fortnight before completing the operation.
Mr. G. W. DAWSON: I have never seen large haemorrhage from a tumour in this region unless it has been an angio-fibroma. Sarcomata in this locality seem to bleed very little.
Dr. IRWIN MOORE: Why does Mr. Cuthbert call this a nasopharyngeal tumour, as he reports that the main mass of the tumour was in the nares and accessory sinuses and a portion only projected into the nasopharynx? It is important, for indexing purposes, that tumours should be named according to their origin. I suggest that the title of this case should be altered to adeno-fibro-myxoma arising in the nares and extending to the nasopharynx. Recently I have looked up the literature of adenomatous growths of the larynx, and the present case is a unique one. A pure adenoma of the nares is practically a histological impossibility except at the nasal orifice. A few cases only of mixed tumours have been reported. Some members have referred to angio-fibromata, but this is an adeno-fibro-myxoma originating from adenomatous tissue, probably from the middle turbinal or ethmoid region, the chief site of such growths. The only other similar case I have seen recorded is one by Emyl Mayer,' of New York, in 1902, and the microscopical report was the same as the case now reported. No ligaturing of the carotids in this case was carried out nor were Crile's clamps used. There was practically no haemorrhage, and it is not usual in growths of this character. Though with benign growths we need not expect much bleeding, it is well to be on the safe side and adopt the measures carried out by Mr. Cuthbert.
Law: Pharyngeal Diverticuli
Mr. CUTHBERT (in reply): In answer to Mr. Tilley, this growth was protruding from the nares, and extending down the pharynx. The antra were not translucent: therefore I performed a bilateral Moure's operation. The exposure was ample when I had removed it from the antrum and pharynx; some part seemed to originate in the ethmoid, as the cribriform plate was destroyed. There was a mass in the anterior fossa of the skull, which, I thought, bore a communicated pulsation: it looked thick and dull, and not like dura mater. Sir William Milligan suggests a Kuihn's tube. I use a laryngotomy tube of about 18 in. in length. Neither ekternal carotid was ligatured in this case, but the patient was infiltrated on each side in the line of the external carotids and ' in. tape put under them as a sling previously to applying the Crile clamp. I called it a nasopharyngeal tumour because it inhabited both nares and nasal region of the pharynx. My interest in the case was revived by reading, in the Proceedings of the Section of Laryngology, Augast, 1919, a case of angiofibroma brought up by Mr. Dawson, in which Mr. Harmer referred to an operation on a similar case sent to him some years ago by Sir Henry Butlin. I saw Mr. ilarmer operate, and Sir Henry Butlin told me that all cases of this kind (which bleed from their mucous surface, like some of these benign tumours) operated upon before 1909, died of haemorrhage, either during or shortly after operation. I did not have the difficulty in controlling the carotids which Mr. Harmer had: in his case the left common carotid divided very high up. After the removal in my case there was no bleeding when the clamps were relaxed. The rapidity of recession of the exophthalmos in my second case was remarkable, for within a fortnight it was hardly noticeable. I should here like to raise the question of tying the superior thyroid arteries, and as to the percentage of cases which are permanently benefited by the tying of these arteries instead of removing the thyroid itself. Pharyngeal Diverticuli; Report of Two Cases. By HORACE LAW, F.R.C.S.Irel. BOTH these cases came to me about the same time in February, 1919, and each presented points of similarity, but the outstanding feature of their story was the increased salivation and the difficulty of disposing of the saliva. This was evidently a reflex from the cesophagus due to irritation in that tube, as, in the one case the removal of the pouch, and in the second case the removal of the foreign body cured this annoying symptom. I would like to emphasize this point in the case of abnormal salivation sometimes complained of by elderly persons, and to suggest that cesophageal lesions should be considered, though no other sign may point in that direction.
My two cases both occurred in elderly people. Both had their
